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Current management of pregnancy-related low back pain: a
national cross-sectional survey of UK physiotherapists
A. Bishop ∗, M.A. Holden, R.O. Ogollah, N.E. Foster, on behalf of the EASE
Back Study Team
Research Institute for Primary Care and Health Sciences, Keele University, Keele, UK
bstract
ackground  Pregnancy-related low back pain (LBP) is very common. Evidence from a systematic review supports the use of exercise and
cupuncture, although little is known about the care received by women with pregnancy-related back pain in the UK.
bjective  To describe current acupuncture and standard care management of pregnancy-related LBP by UK physiotherapists.
esign  Cross-sectional survey of physiotherapists with experience of treating women with pregnancy-related LBP from three professional
etworks of the Chartered Society of Physiotherapy.
ethods  In total, 1093 physiotherapists were mailed a questionnaire. The questionnaire captured respondents’ demographic and practice
etting information, and experience of managing women with pregnancy-related back pain, and investigated the reported management of
regnancy-related LBP using a patient case vignette of a specific, ‘typical’ case.
esults  The overall response rate was 58% (629/1093). Four hundred and ninety-nine physiotherapists had experience of treating women
ith pregnancy-related LBP and were included in the analysis. Most respondents worked wholly or partly in the UK National Health Service
78%). Most respondents reported that they treat patients with pregnancy-related LBP in three to four one-to-one treatment sessions over 3
o 6 weeks. The results show that a range of management strategies are employed for pregnancy-related LBP, and multimodal management
s common. The most common reported treatment was home exercises (94%), and 24% of physiotherapists reported that they would use
cupuncture with the patient described in the vignette.
onclusions  This study provides the first robust data on the management of pregnancy-related LBP by UK physiotherapists. Multimodal
anagement is common, although exercise is the most frequently used treatment for pregnancy-related LBP. Acupuncture is used less oftenor this patient group.
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ntroduction
Low back pain (LBP), with or without pelvic girdle pain
PGP) (henceforth referred to as ‘pregnancy-related LBP’),
s very common during pregnancy. Although prevalence esti-
ates vary between studies due to different definitions and
iagnostic criteria, LBP is reported to affect between 45% and
5% of women at some stage during their pregnancy [1,2],
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ave shown that pregnant women with LBP have lower qual-
ty of life compared with non-pregnant healthy women [3],
nd LBP and PGP during pregnancy are common reasons
or sick leave, with reports suggesting that 20% to 23% of
omen take sick leave because of their pain [2,4].
Information about the care that women with pregnancy-
elated LBP receive is inadequate, and there are no UK-based
tudies focused on LBP, although women presenting with
GP have reported a lack of knowledge among staff and man-
gement is often limited [5]. An Australian study showed
hat 71% of pregnant women with pregnancy-related LBP
eported their problems to their maternity carer [2], but only
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5% of women received any treatment. Pregnancy-related
BP is often accepted as a ‘normal’ discomfort of pregnancy
2,6], with some suggesting that this may be related to health
rofessionals’ lack of knowledge about available treatments
nd fear of possible harmful effects of treatment on the devel-
ping fetus [6]. Women are often advised to self-manage
heir LBP through postural changes, adaptations in lifting
echniques, simple exercises, rest, heat and cold, supportive
elts and pillows, massage and relaxation [7], but may also be
eferred for other treatments, such as physiotherapy-led exer-
ise, manual therapy, acupuncture, massage, transcutaneous
lectrical nerve stimulation and mobility aids [2,6]. Guide-
ines for the management of PGP have been produced [8],
ut do not provide guidance for pregnancy-related LBP or
ombined LBP and PGP. Similarly, guidelines for the man-
gement of patients with LBP are limited to ‘non-specific
BP’, and do not include pregnancy-related LBP [9,10].
 recent systematic review concluded that there is low-
uality evidence that exercise reduces pain and disability
rom back pain alone, and moderate-quality evidence that
cupuncture or exercise, tailored to the stage of pregnancy,
educes evening pelvic or lumbo-pelvic pain. Acupuncture
as been reported to be more effective than exercise for reduc-
ng evening pelvic pain [7]. Despite this, anecdotal reports
uggest that acupuncture may not be permitted in some UK
hysiotherapy services.
As information on the physiotherepeutic management of
regnancy-related LBP is lacking, high-quality data on cur-
ent UK care for this patient population were needed as part
f a developmental programme of work for a pilot trial of
cupuncture and standard care for pregnancy-related back
ain (the EASE BACK Trial). Therefore, to fill this evidence
ap, the aim of this study was to describe current standard
are and acupuncture treatment, by UK physiotherapists, for
he management of pregnancy-related LBP.
ethods
esign  and  setting
A cross-sectional national survey of physiotherapists
orking in the UK was conducted in June and July
012. Ethical approval for the study was provided by the
RES Committee North West – Greater Manchester North
Ref. 12/NW/0227). Written consent was not sought from
ach participant for use of survey data, but consent was
ssumed if physiotherapists completed and returned the
uestionnaire.
urvey  sample  and  mailing  processThe inclusion criteria for physiotherapists were:
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 experience of treating women with pregnancy-related LBP.
Separate random samples of physiotherapists were
btained from three professional networks of the Chartered
ociety of Physiotherapy. Whilst the optimal approach to
enerate representative survey findings is to use a simple
andom sample of all UK physiotherapists, no comprehen-
ive sampling frame for UK physiotherapists is available
t present. As such, three professional networks with inter-
sts relevant to LBP, acupuncture and pregnancy were
elected, with a total combined membership of approxi-
ately 7000 physiotherapists, in order to access a broad
ange of interest and expertise, and to provide a dataset
hat was as generalisable as possible about physiotherapeutic
are across the UK. The professional networks were cho-
en to include physiotherapists with a special interest in
a) women’s health [Association of Chartered Physiother-
pists in Women’s Health (ASPWH), now known as Pelvic,
bstetric and Gynaecological Physiotherapy], (b) acupunc-
ure [Acupuncture Association of Chartered Physiotherapists
AACP)] and (c) musculoskeletal pain conditions [McKen-
ie Institute Mechanical Diagnosis and Therapy Practitioners
MIMDTP)]. Random samples of members of the three net-
orks (n  = 1093) were mailed by the administrators of each
etwork, and two reminder mailings were subsequently sent
o non-respondents. It is possible that physiotherapists who
elonged to more than one of these professional networks
ould have received more than one copy of the questionnaire.
n initial filter question was used to identify those respon-
ents who had never treated a woman with pregnancy-related
BP, and these respondents were not included in the analysis.
Previous surveys of physiotherapists in the UK indicated a
ikely response rate of 55% to 60% [11–13], so approximately
00 to 650 overall responses were anticipated from the mail-
ng of 1093 physiotherapists. Based on a sample size formula
or a single population proportion, a sample size of 380 to 600
s necessary to produce a two-sided 95% confidence inter-
al estimated to within 4 to 5 percentage points of the true
alue when the target population proportion is 50% (P  = 0.5
s safest as it gives the largest sample size). Therefore, the
ample size was deemed adequate to provide descriptive data
proportion) on key survey variables to acceptable precision
<5% margin of error).
urvey  questionnaire
A previous national survey questionnaire of physio-
herapeutic practice for non-specific LBP (not related to
regnancy) was adapted for use in this study [12]. The
uestionnaire captured information about respondents’
emographics and clinical practice, and investigated the
anagement of pregnancy-related LBP using a patient caseignette of a specific, ‘typical’ case developed from a real
atient example following recommendations from other
tudies [14–16]. The patient vignette is reproduced in Box
, and the full questionnaire can be found in the online
80 A. Bishop et al. / Physiotherapy 102 (2016) 78–85
Box  1:  Patient  vignette  included  in  the  questionnaire.
A 34-year-old woman was referred by her general prac-
titioner with symptoms of intermittent sharp pain at her
lower thoracic and lumbar regions, and reports that the
symptoms began a few weeks ago. She is 24 weeks preg-
nant with her first child. She is in good general health,
of normal weight for her height, and has never had back
pain before.
Her back pain presents as occasional sharp sensations
at the lumbar/lower thoracic regions of her spine, and
seems to be unrelated to posture or activity. She also has
some dull pain in the lower back region, which is more
persistent but of lesser intensity than the sharp pain she
experiences occasionally. Her symptoms are worse if
she maintains a sitting posture for prolonged periods.
She is reluctant to use any analgesic medication due to
her pregnancy.
Upon examination, there is no exacerbation with move-
ment, nor any directional preferences. She has normal
range of movement and is moderately tender on the
paraspinal muscles of her lower back. Straight Leg Raise
























Demographic and practice characteristics of physiotherapists.
Characteristics (denominator)a
Mean SD
Years of experience (456) 21.5 10
n %
Female (499) 459 92
Work setting (498)
Exclusively NHS 201 40
Exclusively non-NHS 159 32
Combination of NHS and non-NHS 138 28
Frequency of treating pregnant women with LBP (499)
Infrequent (at most once in last 6 months) 173 35
Somewhat frequent (between two and five times in
last 6 months)
148 30
Frequent (at least once per month) 70 14
Very frequent (at least once per week) 108 22
Referral sourceb (499)
Referral from GP 347 70
Referral from midwife 241 48
Self-referral 240 48
Referral from physiotherapist 147 30
Referral from obstetrician 137 28
Other 38 8
Trainingb
Specific postgraduate training in LBP in general
(491)
444 89
Specific postgraduate training in acupuncture (497) 370 75
Specific postgraduate training in women’s health
(492)
327 66
Specific postgraduate training in LBP in pregnancy
(496)
264 53
Use of acupuncture in management of musculoskeletal
pain (496)
338 68
NHS, National Health Service; GP, general practitioner; LBP, low back pain;
SD, standard deviation.
















Standard care was investigated by asking respondents to
indicate the management options that they would use for theupplementary information. Respondents were asked how
hey would manage the patient described in the vignette,
ncluding likely treatment approach, advice offered, and
umber of treatment sessions provided. Specific questions
n the use of acupuncture were also included.
tatistical  analysis
Descriptive statistics were used to summarise phys-
otherapists’ characteristics, and provide data on current
hysiotherapeutic practice for women with pregnancy-
elated LBP, including the use of acupuncture. As treatment
rovided by UK National Health Service (NHS) and
on-NHS physiotherapists has been shown to differ [17],
reatment approaches used by survey respondents working
ithin NHS and non-NHS settings were compared using
earson’s Chi-square test. This survey was not designed to
est for differences between members of different profes-
ional networks. However, as the survey sample was not
 simple random sample of all UK physiotherapists, some
xploratory comparisons between the professional networks
ere undertaken to identify any inter-network differences.
imilarities in management across these varied professional
etworks may provide support for the generalisability of the
esults.All analyses were performed using Stata Version 12 [18]. parying missing data or non-applicable cases.
b Respondents were able to indicate multiple responses.
esults
The overall response rate was 58% (629/1093); of the
espondents, 499 physiotherapists had some experience of
reating women with pregnancy-related LBP, and were
ncluded in the analysis. The demographic and practice char-
cteristics of the respondents are presented in Table 1. Most
espondents were female and very experienced with a mean
f 22 years in practice. Physiotherapists worked in a variety of
HS and non-NHS settings. Women with pregnancy-related
BP were referred from a range of other healthcare prac-
itioners, and self-referral by women themselves was also
ommon. In total, approximately one-third of respondents
eported seeing a pregnant woman with LBP at least once
er month.
tandard  care  managementatient described in the vignette. Most respondents (88%,
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Fig. 1. Reported advice for the patient described in the vignette.
Table 2
Episode-of-care details for the patient described in the vignette.
Characteristics of care (denominator)a n %
No. of times patient typically seen (425)
Once 51 12
Twice 103 24
Three or four times 205 48
Five times or more 66 16
Time period over which patient would typically be treated (414)
1 to 2 weeks 79 19
3 to 6 weeks 221 53
7 to 10 weeks 70 17
>10 weeks 45 11
Typical episode of care (428)
Finished after treatment, rereferral required for
further treatment
27 6
Left ‘open’ for duration of pregnancy 258 60














































If acupuncture was a treatment option selected by respon-a Denominator varies according to number of valid responses because of
arying missing data or non-applicable cases.
 = 430) stated that they would be responsible for the care
f such a patient, but 12% (n  = 58) reported that it was not
heir role and this type of patient would be referred to a
omen’s health specialist physiotherapist. The large major-
ty of respondents (85%, n = 364) reported that they would
anage this patient in one-to-one treatment sessions, with the
emainder managing the patient as part of a group, only using
ne-to-one sessions for initial assessment or ‘if required’.
hey reported that the patient would typically be seen three
o four times over a period of 3 to 6 weeks, although the
pisode would be left ‘open’ for the duration of the preg-
ancy so that a woman could reconsult the physiotherapist
f needed until the birth of her baby. Table 2 shows details
bout the episode of care.
A wide range of advice and treatment options was reported
or management of the patient described in the vignette, and
d
a
tany respondents reported that they would employ multiple
reatments and advice (see Figs 1 and 2). Advice on a range of
spects of pregnancy, LBP and activities of daily living was
eported by the respondents, and although combinations of
are were reported frequently, the large majority of physio-
herapists reported the use of exercise approaches to manage
omen with pregnancy-related LBP (see Fig. 2).
cupuncture  management
When asked about the use of acupuncture, 68% (338/469)
f physiotherapists reported that they use it in the manage-
ent of patients with musculoskeletal conditions, including
ack pain in general, whereas 37% (126/337 responses to this
uestion) of physiotherapists reported that they use it to treat
omen with pregnancy-related LBP. However, when asked
bout the treatment that they would provide to the patient
escribed in the vignette, 24% (101/430) reported that they
ould use acupuncture. The mean number of years of using
cupuncture was 11 [standard deviation (SD) 6.2]. The pre-
ominant style of acupuncture reported (n  = 298 responses)
as Western/medical acupuncture (71%, 212/298), and 16%
48/298) and 11% (32/298) of physiotherapists reported the
se of traditional Chinese medicine/traditional acupuncture
nd trigger point/myofascial acupuncture, respectively. Of
he 336 respondents completing details about acupuncture
raining, 38% had completed up to 80 hours of acupuncture
raining (national minimum requirement for physiothera-
ists), 53% had completed more than 80 hours but less than
00 hours, and 10% had completed a degree/diploma in
cupuncture or equivalent.ents for the patient described in the vignette, further details
bout acupuncture management were sought in the ques-
ionnaire. The mean number of acupuncture points used
82 A. Bishop et al. / Physiotherapy 102 (2016) 78–85
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Use of ‘hands-on’ treatment approaches for pregnancy-related low back pain
by participants who worked exclusively in either National Health Service
(NHS) or non-NHS settings (n = 304).
Treatment offered Overall NHS Non-NHS P-valuea
n (%) n (%) n (%)
Manual therapy 134 (44) 53 (33) 81 (57) <0.001
Acupuncture 69 (23) 23 (14) 46 (32) <0.001
Massage 101 (33) 30 (19) 71 (50) <0.001














Mig. 2. Reported treatment for the patient described in the vignette.
n a treatment session was 7 (SD 2.6), with the needles
eing left in  situ  for a mean of 20 minutes (SD 6.0). The
eedle sensation of DeQi would be elicited by 84% of
espondents. There was considerable variation in the selec-
ion of acupuncture points for the patient described in the
ignette, and the 10 most commonly reported local and
istal acupuncture points are summarised in Table A (see
nline supplementary information). Of the physiotherapists
ho reported the use of acupuncture in the treatment of
regnant women, 22 (4%) reported that they had observed
ome minor adverse effects during treatment. Of these, the
ost common adverse event was feeling lightheaded/dizzy
n = 8), followed by fainting (n  = 5), mild bruising at nee-
le site (n  = 3), worsening of symptoms (n  = 3), vomiting
n = 2) and significant pain at needle site (n  = 1). One respon-
ent reported that a patient she had treated with acupuncture
iscarried the day after acupuncture treatment, but also
eported that the treatment was not thought to have con-
ributed.
There were few differences between respondents working
n different practice settings (exclusively NHS or exclusively
on-NHS). However, respondents who worked exclusively
n NHS settings were more likely to report that they would
nly see the patient once or twice compared with those
ho worked in non-NHS settings (52% vs 17%). The pro-
ortion of respondents who reported that they would offer
he patient any of the ‘hands-on’ treatment approaches
e.g. massage, manual therapy, acupuncture) was signifi-
antly higher amongst those who worked exclusively in
on-NHS settings compared with those who worked exclu-
ively in NHS settings (Table 3); for example, of the 33%
101/304) of respondents who would offer massage, 71 (70%)
orked exclusively in non-NHS settings compared with 30
30%) who worked exclusively in NHS settings.
a
U
setween the physiotherapists working exclusively in NHS vs non-NHS set-
ings.
ifferences  between  professional  networks
Exercise was the most common treatment reported by
espondents from all three networks, and episode-of-care data
number of treatment sessions, length of sessions, length
f episode of care) were similar across all three networks.
he one area in which reported practice differed markedly
etween professional networks was in the reported use
f acupuncture for the patient described in the vignette;
espondents from AACP were more likely to report the
se of acupuncture (44%) compared with respondents from
IMDTP (9%) and ACPWH (6%) [19].
iscussion
ain  survey  ﬁndings
The survey findings indicate that a wide range of man-
gement strategies are reported by physiotherapists in the
K to treat women with pregnancy-related LBP. As demon-
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he use of many treatments or advice (Figs 1 and 2), it appears
hat multimodal packages of care incorporating combina-
ions of advice and treatment, delivered concurrently, are
ften employed, although exercise-based approaches are the
ost common component of care. Postural/stability exer-
ises were reported most often, followed by pelvic floor
xercises, strengthening exercises and repeated directional
xercises. Western/medical acupuncture is the predominant
tyle of acupuncture used by UK physiotherapists, who use
n average of seven acupuncture points per treatment ses-
ion and aim to elicit the needle sensation of DeQi. The use
f a variety of advice and treatment options for the patient
escribed in the vignette is in keeping with previous studies
f physiotherapeutic practice in other musculoskeletal con-
itions, where physiotherapists typically report employing
ackages of care comprising multiple treatment components
19,20]. Similarly, physiotherapists consider acupuncture as
 single component within a package of care, rather than
sing it in isolation, and several previous studies of acupunc-
ure have shown that it is typically used in combination with
ther treatment approaches, most often exercise [21].
These findings show that physiotherapists use acupuncture
or pregnancy-related LBP less frequently than for muscu-
oskeletal pain conditions in general (37% vs 68%). For
he patient described in the vignette, only 24% of respon-
ents reported that they would use acupuncture as part of
heir management, despite evidence from a systematic review
hat acupuncture is effective for this patient group. Despite
he exclusion of pregnancy-related LBP from the guidelines
roduced by the National Institute for Health and Clinical
xcellence [10], acupuncture has been shown to be effec-
ive for LBP and PGP during pregnancy in a small number
f trials [22–26], and it has also been shown to be safe
27]. The lower reported use of acupuncture for pregnancy-
elated LBP seen in this survey may indicate professional
ncertainty or lack of confidence in the use of acupunc-
ure in pregnancy, and concerns about safety [28], and could
lso be influenced by the lack of specific guidelines about
cupuncture for pregnancy-related LBP. It is clear that in
any services in the UK, women with pregnancy-related
BP are not managed by musculoskeletal physiotherapists
ut are referred to women’s health specialist physiotherapists.
n addition, the focus of most acupuncture training courses
s on musculoskeletal pain conditions in general, rather than
usculoskeletal pain specifically related to pregnancy.
Physiotherapists working exclusively in non-NHS set-
ings, compared with those working exclusively in NHS
ettings, are more likely to report the use of components
f treatment that can be described as therapist-intensive or
hands-on’, such as massage, manual therapy and acupunc-
ure. The training and experience of therapists working in the
ifferent settings is likely to be similar, so factors such as the
ength of time in treatment sessions and patient expectations
n private settings, demand for physiotherapy, inadequate
taffing levels and pressure to reduce waiting lists in the NHS
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trengths  and  limitations
This was a large national survey of physiotherapists based
n the UK providing a broad range of responses about the
anagement of pregnancy-related LBP. Non-response bias
s a potential problem for all surveys. The response rate in
his survey was in line with other postal surveys of the clin-
cal practice of UK physiotherapists, and was sufficient in
erms of absolute sample size to meet the aims of the survey.
owever, it is possible that physiotherapists with a keen inter-
st in pregnancy-related back pain and/or acupuncture may
ave self-selected to respond to this survey, so it is likely
hat some non-response bias may exist within the survey
stimates. Non-respondents to this survey may differ from
espondents in terms of demographic profile, practice set-
ing, training and reported clinical behaviour. As the surveys
ere administered by the professional networks, the authors
ave no information about non-respondents, so exploration
f non-response bias was not possible.
This study sampled randomly from professional networks
o elicit a broad range of views from respondents with a range
f clinical interests and experiences. As a result, the man-
gement of pregnancy-related LBP described in this survey
ncompasses the views and experience of physiotherapists
rom key clinical interest groups likely to be responsible
or the management of women with this condition. Member-
hip of these professional networks is voluntary and usually
nvolves payment of an additional membership fee. The clin-
cal practice of physiotherapists who belong to professional
etworks may differ in important ways from that of physio-
herapists who do not belong to professional networks. It is
easonable to presume that physiotherapists who belong to
rofessional networks have a particular interest in the clini-
al speciality that the network represents, and are therefore
ore likely to choose exercise or acupuncture as a treat-
ent approach. However, these physiotherapists may also be
ore aware of best practice as this is a focus of professional
etwork activity.
In comparison with the authors’ previous survey, which
ocused on LBP in general rather than pregnancy-related
BP, and conducted when a simple random sample of all
hysiotherapists was possible [12], respondents to the cur-
ent survey had more clinical experience (mean 21.5 vs 15.2
ears in practice) and more were female (92% vs 81%). There
ere fewer respondents who worked exclusively in NHS set-
ings, but this could be due to recent changes in the structure
f healthcare provision rather than the sampling strategy. The
eported management of members of all three networks was
imilar, with the exception of the reported use of acupunc-
ure for the patient described in the vignette, where members
f AACP reported much greater use of acupuncture than
embers of MIMDTP or ACPWH. Given that AACP is a pro-essional network of physiotherapists trained and interested
n acupuncture, this finding is unsurprising. It does mean that
he use of acupuncture for the management of pregnancy-
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his survey. However, with this exception, the results of this
urvey are likely to be reasonably generalisable to the wider
K physiotherapy population.
A further consideration is that the management of
regnancy-related LBP described in this survey is ‘reported’
ather than actual clinical practice. Many previous studies
ave used similar patient vignettes to elicit clinical prac-
ice behaviour [12,15,16,30], and vignettes have been shown
o be useful in eliciting information about clinicians’ prac-
ice behaviour and a more accurate assessment of clinical
ehaviour than data extracted from case notes [14], although
he authors acknowledge the limitation that actual behaviour
ay differ from reported behaviour.
onclusion
This study provides data from a national sample of
K physiotherapists about their reported management of
regnancy-related LBP. A wide range of management options
as reported for women with pregnancy-related LBP, pre-
ominantly based on exercise treatment approaches and, to a
esser extent, acupuncture. Multimodal care was commonly
eported, consisting of various advice and treatment compo-
ents.
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